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Abstract 
 
Purpose – The purpose of the paper is to analyze the low status of women as being a major 
contributor for the observed gender inequality in the spread of HIV/AIDS in India. 
Design/methodology/approach – The paper uses data from National Aids Control 
Organization (NACO), National Family Health Survey (NFHS 3), and the Directorate of 
Economics and Statistics. 
Findings - This study highlights the problems facing women in deterring the spread of 
HIV/AIDS in India.   The status and empowerment of women are important variables in 
combating the disease among both men and women in India.  Literacy, education, exposure to 
the media, labor market participation, awareness of HIV/AIDS, and economic independence 
are important considerations in improving the status of women in India.  Policymakers need to 
focus on gender inequality in order to combat the spread of HIV/AIDS in India. 
Originality/value - While absolute figures indicate men are more likely to be infected with 
HIV/AIDS, the rate of decline is higher for men compared to women in India.  We explore 
several plausible explanations for such observed inequality in the spread of HIV/AIDS across 
gender.  In particular, a potentially important factor - the low status of women in society is 
attributable as an impediment to the spread of the disease.  A case study of the relationship 
between gender empowerment and the spread of HIV/AIDS in the state with the highest 
concentration, Manipur, provides more insight to the difficulties faced by women in combating 
HIV/AIDS in India. 
Keywords Gender and HIV/AIDS in India, Gender Discrimination, HIV/AIDS in developing 
countries  
Paper type Research paper 
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1.  Introduction 
India has the third highest percentage of people infected with HIV/AIDS in South 
Asia, lagging behind only Thailand and Cambodia.  Since the first case of AIDS was 
detected in 1986, HIV infection has been reported in all 28 states and 7 union territories 
in India.  The highest HIV prevalence rates are found in the states of Tamil Nadu, Andhra 
Pradesh and Karnataka in the south, Maharashtra in the west, and Manipur and Nagaland 
in the north-east. Together, the six states which comprise about 29 percent of India‟s 1.2 
billion population account for 80 percent of all reported HIV/AIDS cases in the country 
and are chosen as the subject of analysis in this study.
1
    
The National Aids Control Organization (NACO) estimated the total number of 
„people living with HIV/AIDS‟ (henceforth referred to as PLHA) in 2006 to be about 
2.47 million. The recent trend has shown a decline in the HIV epidemic – the estimated 
adult HIV prevalence in the country has declined from 0.45% in 2002 to 0.36% in 2006. 
While the overall progress looks promising, the annual percent decline in number of 
females living with HIV/AIDS (2.02%) is lower than that for males (3.23%) for 2006.
2
 
Women in India are particularly vulnerable to HIV/AIDS through sexual transmission 
(Solomon et. al., 2003).  An assessment of possible factors explaining such disparity in 
the rates of containment across gender forms the main objective of this paper. 
We begin with an overview of the current situation of HIV/AIDS in the „high 
prevalence states‟ (henceforth referred to as „HP states‟) of India and attempt to explain 
                                                 
1
 There are 18 states where the prevalence rates are less than 5%.  These states are primarily located in the 
north and north eastern regions and contain nearly 52% of the total Indian population.  Besides, 6 states and 
3 Union Territories located in the northern belt of the region, containing about 13% of the population, 
report a very small percentage of HIV positive population in 2005. 
2
 The result also holds if we compare the rates of decline between 2002-2006 for females (9.35%) versus 
males (9.64%). 
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some of the underlying causes behind the rapid spread of the disease.  The main premise 
of our paper is that diverse social, cultural and behavioral norms that characterize the 
Indian society are contributing factors that need to be analyzed in order to form 
appropriate policies towards the containment of this grave problem.   
A ramification of this particular aspect of the Indian society is that while absolute 
figures indicate men are more likely to be infected, the rate of decline is also higher for 
men compared to women.  We explore several plausible explanations for such observed 
inequality in the spread of HIV/AIDS across gender.  In particular, a potentially 
important factor - the low status of women in society - is attributable to underlying 
structural deficiencies such as inadequate education, lack of exposure to mass media, and 
attitude towards women.  Additionally, sexual behavior and general awareness of the 
disease vary across gender in virtually all the states of India.  We find that gender 
differentials in the knowledge of condom-use as a preventive measure as high as 40 
percentage points among both rural and urban areas in the state of Andhra Pradesh.  
Moreover, social and cultural stigma that is more likely to be associated with women than 
men contributes towards the prevention, awareness, and treatment of the disease.   
In this paper, we present an overview of the extent and spread of HIV/AIDS in 
India and identify six states that have the highest prevalence rates.  We then provide a 
detailed discussion of the social, economic and behavioral explanations behind the gender 
inequality in HIV/AIDS in the HP states. A case study of the relationship between gender 
empowerment and the spread of HIV/AIDS in the state with the highest concentration, 
Manipur, provides more insight to the difficulties faced by women in combating 
HIV/AIDS in India. 
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2.  HIV/AIDS in India:  An Overview 
The first cases of HIV were detected among the female sex workers in Chennai in 
Tamil Nadu (Dakar and Dakar, 2001).  In general, the disease is spread through risky 
sexual behavior, use of intravenous drugs, blood transfusions (Gisselquist and Correa, 
2006), and homosexual practices.
3
  The bulk of statistics on the infected population is 
gathered from clinics and hospitals where high-risk groups (sex workers, intravenous 
drug users, men who have sex with men) with sexually transmitted diseases are tested for 
the virus and low-risk groups (women in antenatal clinics) are tested at antenatal clinics.   
In 1994, NACO began conducting tests for HIV/AIDS at sentinel sites, with 55 
clinics and hospitals, and later extended the sites to 455 in 2003.  The sites include 
antenatal clinics, sexually transmitted disease clinics, injecting drug user‟s clinics, female 
sex worker‟s clinics, and a few sites for testing the disease among men having sex with 
men.  The accuracy of the statistics gathered from these sentinel sites may underestimate 
the true extent of the disease since homosexuality was considered illegal in India until 
July 2009 and social stigma prevents many homosexuals from getting tested for AIDS.   
Additionally, women from higher economic status are more likely to attend the antenatal 
clinics relative to the vast majority of poor women dwelling in rural areas.   
A state is considered to have high prevalence of HIV/AIDS when the infection 
rate among high-risk (low risk) group is five percent (one percent) or more.  The HP 
states are concentrated primarily in southern (Tamil Nadu, Maharashtra, Andhra Pradesh 
and Karnataka), and north-eastern regions of India (Nagaland and Manipur). Table 1a 
                                                 
3
 According to the Indian Penal Code (Section 377) homosexual behavior was considered to be illegal and 
men who have sex with men faced the risk of prolonged imprisonment.  Hence data pertaining to the spread 
of HIV/AIDS through homosexuals is virtually non-existent in India. Only recently (July 2009), 
homosexuality between consenting adults was decriminalized and the previous ruling was deemed 
conflicting to constitutional rights. 
 7 
shows the percentage of reported AIDS virus in these six states in 2003.  Among the 
southern states, Tamil Nadu accounts for the highest percentage of HIV cases followed 
by Maharashtra (26.8%), Andhra Pradesh (9.8%), and Karnataka (4%); Manipur accounts 
for 2.8% cases followed by Nagaland (0.8%) in the north-east.   
   Table 1a about here 
Tables 1b and 1c demonstrate recent trends in the rate of HIV occurrence during 
2002-2006.  The percentage of HIV infected adults between the ages of 15 and 49 is 
found to decrease in all states between 2002 and 2006, as seen in Table 1(b). Tamil Nadu 
has shown considerable progress in controlling the spread of HIV, followed by Nagaland, 
Maharashtra, and Manipur. At the same time, Andhra Pradesh and Karnataka have 
performed worst showing less than 7% rate of decline in its incidence. 
Tables 1b and 1c about here 
Table 1c demonstrates the rates of decline in the incidence of HIV/AIDS between 
2002 and 2006 are unequal for women and men.  In fact, the annual rate of decline in the 
number of women living with HIVS/AIDS is 2.02 % against 3.23% for men in 2006.  
The differential results indicate that the steps being taken to eradicate this disease may be 
inadequate.  While clearly the efforts directed towards the containment of HIV/AIDS 
have worked in the HP states and elsewhere, they have not been equally effective across 
gender. 
Table 2 shows the reported cases of AIDS in 2005 by categories of transmission 
of the disease among the general population in the six HP states.  The percentage of HIV 
positive population at sexually transmitted disease (STD) clinics is highest in Andhra 
Pradesh, followed by Karnataka, Manipur, Maharashtra, Tami Nadu, and Nagaland.  
 8 
Among female sex workers, the percentage that tested positive for HIV/AIDS was 
highest in Maharashtra, followed by Karnataka, Andhra Pradesh, Manipur, Nagaland, and 
Tamil Nadu.  The state of Manipur in north-eastern India has the highest percentage of 
intravenous drug users who tested positive for HIV, followed by Tamil Nadu, 
Maharashtra, and Nagaland.  Some of the data for the other states are not available in this 
category.  The last column in table 2 shows the percentage of HIV positive homosexual 
men is highest in Manipur, followed by Karnataka, Maharashtra, Andhra Pradesh, and 
Tamil Nadu. 
    Table 2 about here 
 
3.  Gender Inequality in the Spread of HIV/AIDS in the High Prevalence States 
In this section, we discuss some of the major social, economic, cultural, and 
behavioral issues that are contributing to the rapid spread of HIV/AIDS. Our focus in this 
paper is to assess and evaluate factors that are responsible for the unequal and low status 
of women in the high prevalence states which in turn continues the spread of the disease 
among women.  In particular, we focus on gender disparities in literacy, educational 
attainment, labor force participation and exposure to media as contributing factors to the 
low status of women in some of the high prevalence states.  Additionally, patriarchal 
social and cultural norms, gender differences in awareness of the disease, discrimination 
and social stigma are significant obstacles in deterring the spread of the virus among 
women in the six high prevalence states in India. 
The lack of education, financial independence, exposure to mass media, and 
autonomy often leave women in many parts of the country unaware of the dangers of 
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HIV/AIDS.  Women also face social and cultural stigma that points the blame of 
contracting HIV/AIDS on them when actually it is the men who are responsible for 
transmitting the virus to the women. A high percentage of married women who are 
monogamous contract the disease from their husbands who have multiple sexual partners.  
Patriarchal norms and the lack of economic or social leverage on the part of women lead 
to domestic and sexual domination and even violence, especially in rural areas.  It is, 
therefore, important to remember that the attainment of education and awareness of the 
disease alone will not help women if the devaluation of women in society still makes 
them prey to discrimination and sexual abuse by men.  In order to further illustrate this 
point, we provide a case study on the state of Manipur in section 4. 
 
3.1. Literacy, Educational Attainment, and Employment Status of Women 
 Literacy and education are important tools for gender empowerment.  While 
access to education, in general, enables women to find employment and enjoy better 
economic status, the autonomy attainable through greater economic independence also 
makes them less vulnerable to domestic violence and abuse.   
Table 3 shows that gender disparity in literacy is quite marked in all the HP states.  
Among all the six states, men are more literate than women with Manipur having the 
highest percentage of literate men (91.5%) while the literacy rate among men is the 
lowest in Andhra Pradesh (71.7%).  The literacy rate among women in Andhra Pradesh is 
also the lowest (49.6%) while women have the highest literacy rate in the state of 
Nagaland (75.2%).  The gender gap in literacy rates is found to be the lowest and highest 
in the states of Nagaland and Andhra Pradesh, respectively. 
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    Table 3 about here 
 When we focus on the educational attainment of women in Figure 1, we find that 
the percentage of females without any education exceeds that of males in all the states. 
The state of Andhra Pradesh in the south has the highest percentage of both women 
(45%) and men (23%) without any education among the six states.  The gender disparity 
in literacy clearly stands out in that the highest percentage of illiterate men, found in 
Andhra Pradesh, is virtually the same as the lowest percentage of illiterate women found 
in the states of Tamil Nadu, Manipur and Nagaland. Likewise, the percentage of men 
with 8 or more years of education is higher for men than women in all the six states with 
the exception of Nagaland where they are equal.  Among women in the six states, 
Manipur has the highest percentage of women with 10 or more years of education, 
followed by Tamil Nadu.   
     Figure 1 about here 
 Table 4 shows the percentage of men and women who were employed in the 12 
months preceding the survey from NFHS-3.  The labor force participation rates for 
women in each of the six states are lower than men.  In general, the labor force 
participation of women is less than 50% in all the states except Manipur where 59% of 
women are employed.  Besides, unequal distribution in the method of payment made to 
male and female laborers are likely to lead to lack of economic independence and 
autonomy for women.  The nature of remuneration received is largely dependent on the 
sector in which they are employed. Since a large majority of women in rural areas are 
employed in family farms or small industries, they are more likely to get paid in kind 
instead of cash.  According to NFHS-3, 55% of women were paid in cash and 12% 
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received cash and kind payments for their labor compared to 73% and 17% of their male 
counterparts, respectively.   
     Table 4 about here 
 
3.2. Exposure to Media 
Exposure to any kind of media enables the general population to understand and 
be aware of the prevalence of HIV/AIDS, the way the virus is contracted, and possible 
methods of prevention and treatment of the disease.  Given the lack of literacy, especially 
among women in rural areas, the role of media becomes crucial in the effective 
prevention and containment of the disease. Tables 5A and 5B show the percentage of 
men and women who are exposed to any kind of mass media in the HP states.  Complete 
lack of exposure to any form of media is more prevalent among women than men in the 
six hard hit states.  This is in line with the general trend among women in India who are 
out of touch with the media (34.6%).  Watching television at least once a week is the 
most common method of exposure for women and men, although men have greater 
exposure to a variety of media, including listening to the radio or reading a newspaper at 
least once a week. 
    Tables 5A and 5B about here 
 
3.3. Patriarchy, Social and Cultural Norms  
 While attainment of human capital and achieving economic independence are the 
most obvious hurdles towards achieving gender equality, social norms and cultural 
climate in these states are glaring indications of the subservient treatment meted out to 
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women in society, household, and sexual contracts.  Until gender equality is achieved in 
all the above spheres, women will remain subject to physical, economic, and sexual 
exploitation by men.   
Tables 6 and 7 reflect the attitudes of women and men towards wife beating and 
sexual intercourse in the six states.  Table 6 shows that while the vast majority of women 
believe that a wife has the right to refuse sex when their husbands are infected with the 
virus (column 1), many also agree that the husband is justified in beating his wife if she 
refuses to have sex with him.  Andhra Pradesh has the highest percentage of women in 
this category (28.5%), followed by Karnataka (25.1%).  Women often submit to having 
sex with their infected husbands for fear of physical violence (Godbole and Mehendale, 
2005).  Table 8 shows that less than 10 percent men believe that the husband should 
refuse financial support or use force to have sex with the wife or have sex with another 
woman when the wife refuses to have sex with the husband.  Approximately 15 to 30 
percent men believe in resorting to less severe forms like reprimanding his wife when 
angry. 
    Tables 6 and 7 about here 
Table 8 shows the percentage of women who are subject to emotional, physical, 
or sexual violence in the six states.  42% of women in Tamil Nadu and 41% of women in 
Manipur are subject to physical violence while 14% of women in the state of Manipur are 
subject to sexual violence which includes forced sex with husbands who have contracted 
the HIV virus.  The percentage of women who face sexual violence in Manipur exceeds 
the national average in India (10%), while the percentage of women who face physical 
violence in Tamil Nadu and Manipur exceed the national average in India (35.1%). 
 13 
    Table 8 about here 
These facts are a reflection of the attitudes of men and women in not only the six 
HP states, but also of the social and cultural biases favoring male domination in sexual 
and reproductive matters that prevail in other parts of India.  Literacy, educational 
attainment, and economic independence through employment often empower women 
through increased decision making power, autonomy, and choices.  However, the 
prevailing social and cultural norms often devalue women when they are subject to 
violence and discrimination.  This is an important issue that policymakers need to address 
in their efforts to deal with the rapid rise of HIV/AIDS in India.  
 
3.4. Differential Knowledge of AIDS and Condom Use 
Table 9 shows the percentage of men and women in rural and urban areas who 
have heard of AIDS.  In all the six states the percentage of women who have heard of the 
virus is lower than that of men across both rural and urban areas.  More awareness is 
observed in urban men and women and this can partly be attributed to better exposure to 
the media.  Rural and urban awareness of AIDS among women and men is highest in the 
north-eastern state of Manipur and is the lowest in the southern state of Karnataka.  
Additionally, columns 6, 7, 8, and 9 show the percentage of rural and urban males and 
females who are aware that regular condom use can reduce chances of contracting AIDS.  
While the knowledge that regular condom use can reduce chances of contracting AIDS is 
highest among men and women in Manipur and Nagaland, the awareness tends to be 
lower in rural areas.  With the exception of Manipur, the awareness among women is 
close to half the numbers reported for men in rural areas; the gap is lower in urban areas. 
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    Table 9 about here 
Figure 2 demonstrates some trends in sexual practices of men and women, the 
reported condom use each time they had sex with non-regular partners in the last 12 
months, and awareness of testing facility in their area in five HP states in India.  Andhra 
Pradesh leads the other states in the percentage of men (19.2) and women (7.4) that had 
sex with a non-regular partner in the last 12 months, followed by Maharashtra, 
Karnataka, Tamil Nadu, and Manipur.  The use of condoms during sexual intercourse 
with non-regular partners is remarkably low in all the states both among males and 
females.  The percentage is the highest in Maharashtra where 62.6% of males and 54.8% 
of females used condoms during sexual intercourse with non-regular partners.  Overall 
awareness of any testing facility in their area remains low for both men and women. It is 
worth noting here that in Tamil Nadu and Karnataka women dominate men in terms of 
condom usage and trail by an insignificant number in Maharashtra and Andhra Pradesh. 
    Figure 2 about here 
A few other factors critical for evaluating the nature of proliferation warrant 
mention. Few studies in the context of the spread of HIV in India focus on the 
relationship between heavy alcohol use and risky sexual behavior.  In a survey of 1196 
male patrons of wine shops in the city of Chennai in South India (Sivaram et al., 2004; 
Sivaram et al., 2008) found that males who consumed alcohol before sex with non-
regular partners and sex workers were more likely to engage in unprotected sex.  Too 
often, men who are clients of sex workers and practice unsafe sex transmit the disease to 
their wives. Studies have shown that among married men, about 70% do not use condoms 
when having sex with their spouses even when they carry the virus.  Reduced sexual 
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pleasure was cited as one of the reasons for refusal to use condoms during sexual 
intercourse with a spouse (Sivaram et al., 2004).  Long distance truck drivers who spend 
considerable time away from their families have multiple sexual partners and only a 
small percentage among them use condoms when engaging in sex with the sex workers 
(Rao et al., 1999; Bryan et al., 2001; Manjunath et al., 2002). 
Infected wives, in many cases, unknowingly transmit the virus to their children, 
especially in rural areas where awareness among women is low.   Patriarchal and cultural 
norms also prevent wives from questioning their husbands about their sexual fidelity 
(Chatterjee and Hosain, 2006). Additionally, the threat of physical violence also deters 
women from asking their husbands to use condoms during sex.  The proportion of 
women who have suffered sexual violence has been found to increase from 7.9% to 
23.6% as the level of alcohol consumption by their husbands varies from „none‟ to 
„frequently getting drunk‟ (National Family Health Survey 3). 
 
3.5. Social Stigma and Discrimination against Women 
 Social stigma and ignorance about the disease pose to be huge obstacles in the 
containment of HIV/AIDS in India.  Stigma can be a form of social control used to 
devalue and reject the less powerful people in society.  HIV/AIDS is often ignorantly 
constructed as a punishment for perverse sexual behavior and lack of moral values.  The 
infected patients are often shunned by their relatives, friends, and health workers. 
Studies from many developing countries (Warwick et al., 1998; Aggleton et al., 
1999) show that men and women who are tested positive with the virus are treated very 
differently by society.  Women in India face the brunt of stigmatization associated with 
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the spread of the disease.  Female sex workers are looked down upon by society and their 
rights and welfare are seldom discussed in the context of public policy.   
In India, wives who have been infected by their husbands are often blamed for 
failing to fulfill the husband sexually and are abandoned by the family (Bharat and 
Aggleton, 1999).  This is especially true for the poor and marginalized women who have 
low social and economic status.  On the other hand, married men can pursue non-regular 
partners for sex and are not subject to this kind of stigmatization by their family and 
friends.  The unequal treatment of HIV positive men and women in India is a reflection 
of societal values where they are subject to different standards of sexuality.  This kind of 
stigmatization against women is rooted in history, social norms, class and caste 
stratification, and culture.  The level of stigma and discrimination faced by women varies 
across different communities in India and is inversely related to high gender development 
indices.  In the context of public health, this kind of stigmatization is a huge deterrent in 
the attempt to curb the spread the HIV/AIDS virus among the general population in India.  
Additionally, ignorance about the availability of centers where men and women can go 
and get themselves tested is adding to this burden.   
 
4.  Manipur – a Case Study 
 The state of Manipur constitutes an interesting case-in-point for this paper.  
Characterized as the state with the highest concentration of HIV/AIDS infection in India, 
Manipur has over 2 percent of India‟s reported AIDS cases despite having but 0.2 percent 
of the country‟s population.  Of particular interest to this study is the finding by the 
Manipur State Aids Control Society (MSACS) that the rate of women infected has surged 
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from 2 percent in 1998 to 25 percent in 2006.  The rates are very high even for women 
who are not believed to engage in risky sexual behavior and hence are likely to have been 
infected by their husbands.  The proportion of pregnant women who tested positive for 
AIDS is at an alarmingly rate as high as 8.8% as recorded in 2002.  The rapid 
feminization of the epidemic highlights the role of social and cultural norms that hold 
women subservient to male domination and act as contributors to the spread of HIV.   
 Among the high HIV prevalence states, Manipur has one of the highest HIV rates 
among injecting drug users.  In 1999, 90% of all female drug users were in the age group 
15-35 years.  While the number of HIV-infected males was higher than females for ages 
over 15, Table 10 demonstrates the number of HIV-infected females was higher than that 
of males in the age group 11-20 in 2003 (16 males, as against 23 females) and 2004 (18 
males, as against 34 females).  This specifically exposes the vulnerability of teenage girls 
and young female adults for who the rates of contagion were four times that of males.  
Furthermore, Table 10 shows that the number of HIV-infected females aged 41 and 
above has grown by 82% (from 40 in 2003 to 73 in 2004) as against 79% for men.  Given 
that drug abuse and needle-sharing is less common for this age group, it may indicate 
spread of the virus through their husbands. 
     Table 10 about here 
 
4.1. Human capital and Awareness of HIV/AIDS  
Among the six states that we analyzed, Manipur seems to have done better than 
its counterparts in the fields of education and work. It has the highest percentage of 
women and men with 10 or more years of education and the lowest percentage of women 
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with less than 8 years followed by no education (Figure 1).  Moreover, Table 4 shows 
that the women‟s labor force participation rate ranks highest in Manipur (almost 60%) 
and is among the lowest for men (78%). However, there remains a marked disparity 
between the literacy rates of men (91.5%) and women (72.6%). In fact, achievements at 
the primary education level are diluted by subsequently high dropout rates for girls which 
are largely attributable to household responsibilities and the high cost of education.  The 
economic outcomes for women are found to be inferior in almost all occupational sectors 
varying by up to 20% lower average daily wages compared to men. By and large women 
are confined to lowly paid labour intensive jobs like paddy sowing, while more skilled 
jobs like ploughing and harvesting are handled by men.  In Manipur, very few women 
participate in industrial activities, except for Imphal where the participation of women in 
non-household activities is found to be the highest. 
Manipur and Nagaland have the highest percentage of men and women who are 
aware that consistent condom use can reduce chances of contracting AIDS (Table 9).  
The percentage of women and men who are not exposed to any kind of media is the 
lowest in Manipur compared to the other five states (Tables 5A and 5B).  Despite the 
awareness of AIDS, condom use among those with non-regular sex partners ranged from 
47.6% in urban areas to a mere 7.7% in rural areas (Behavioral Surveillance Survey, 
2001).   
Women in Manipur demonstrate considerable progress in the fields of education 
and awareness compared to the other five states in our study.  Yet, patriarchal values 
leading to their economic, social and domestic subjugation appear to be a crucial factor in 
the spread of the HIV/AIDS virus among women, in particular, and the population in 
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general through mothers passing on the disease to their children.  Efforts aimed at 
prevention and treatment of women is further thwarted by the fear of stigma and 
discrimination which keeps them away from health services offered by the government 
and other organizations.   
 
4.2. Social Status of Women 
Physical and sexual violence experienced by women among Manipur is the 
highest among all the six states and ranks fifth in the percent of ever married women 
experiencing spousal violence in India (NFHS-3).  Ten percent or more husbands believe 
they have a right to refuse financial support or use force when women refuse to have sex 
(Table 7). Despite facing violent attitudes from men, more women (87.2%) stand up to 
their husbands in refusing to have sex when the latter has a sexually transmitted disease 
(Table 6).  Polygamy is still practiced and women are sometimes forced to suffer abuse 
for fear of their husbands taking another wife.  This is perhaps indicative of the fact that 
social norms and patriarchal practices dominate other variables when it comes to the 
treatment of women who are vulnerable to the disease and are at risk of spreading 
HIV/AIDS to their children unknowingly. 
The gender bias in Manipur is prevalent in the HIV programs as well. Of the 67 
intervention programs administered by the MSACS, only 5 are devoted towards women 
with a mere coverage of 5000 women.  Many of them are widows in the ages 25 to 35 
years who become victims of sexual labor after being shunned by their families.  
Preventive devices adopted and promoted by national and state programs are male-
friendly (like condoms) leaving women dependent and helpless in protecting themselves 
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from contracting the disease.  Finally, attempts to popularize safe sex by remaining loyal 
towards one partner failed as 90 percent of women remained faithful but got infected 
from their husbands. 
Manipur provides a glaring example of the need for gender-sensitized policy 
aimed towards the prevention and control of the HIV/AIDS epidemic.  Policies need to 
focus on the allotment of more resources and development of specific devices (e.g., 
female condoms, virucide) that empower women and would allow them to gain control 
over their vulnerability to acquire diseases.  What needs special attention goes beyond the 
usual gender perspective that emphasizes gaps in human capital and economic 
empowerment.  Women need to gain stronger footing in domestic negotiations and life-
skills that help them practice safer sex through greater awareness and access to more 
resources. Capacitating women in socio-cultural and even political spheres through self-
help groups, greater representation of women in decision-making processes of the nodal 
organizations like NACO, MSACS and other non-government organizations should also 
the on the agenda. 
 
5.  Conclusion  
 This study highlights the problems facing women in deterring the spread of 
HIV/AIDS among the HP states in India.   The status and empowerment of women are 
important variables in combating the disease among both men and women in India.  
Literacy, education, exposure to the media, labor market participation, and economic 
independence are important considerations in improving the status of women in India.  
However, the Manipur case study highlights the fact that as long as patriarchy and social 
 21 
norms dictate that women be placed on a lower social and family hierarchy, the positive 
effects of education and exposure can be negated.  Additionally, as a result of prevailing 
social norms, culture, and historical roots, stigmatization of women will always put the 
burden of contracting the disease on women.   Policymakers need to focus on gender 
inequality in order to combat the spread of HIV/AIDS in India.  Future studies by the 
authors will include a detailed econometric study comparing the high HIV prevalence 
states with the low prevalence states in India in order to shed further light on this 
important topic  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 22 
 
 
 
 
References 
Aggleton, P. J. and Warwick, I.  (1999), “Community responses to AIDS”, 
www.unaids.org/publications/documents/children/children/sexandyouth99.html#young 
Bharat, S. and Aggleton, P.J. (1999), “Facing the challenge: household responses to 
AIDS in India”,   AIDS Care, Vol. 11, pp. 3-46. 
Bharat, S.  (2001), “India: HIV and AIDS-related Discrimination, Stigmatization and 
Denial”, Geneva: UNAIDS. 
Bryan, A.D., Fisher, J.D., and Benziger, T.J.  (2001), “Determinants of HIV risk behavior 
among Indian truck drivers”, Social Science and Medicine, Vol. 53, pp. 1413-1426. 
Chatterjee, N., and Hosain, G.M.  (2006), “Perceptions of risk and behaviour change for 
prevention of HIV among married women in Mumbai, India”, Journal of Health 
Population Nutrition, Vol. 24, pp. 81-88. 
Dakar, D.N., and Dakar, S.N.  (2001), “Combating AIDS in the 21st century:  Issues and 
Challenges”, New Delhi, India:  Sterling Publishers Private Limited. 
Directorate of Economics and Statistics.  (2006), Government of Manipur. “Gender 
Statistics, Manipur.” 
Gisselquist, D., and Correa, M.  (2006), “How much does heterosexual commercial sex 
contribute to India‟s HIV epidemic”?  International Journal of STD & AIDS, Vol. 17, pp. 
736-742. 
 23 
Godbole, S, and Mehendale, S. (2005), “HIV/AIDS epidemic in India:  risk factors, risk 
behaviour and strategies for prevention and control”, Indian Journal of Medical 
Research, Vol. 121, pp.  356-368. 
Manjunath, J.V., Thappa, D.M., and. Jaisankar, T.J.  (2002), “Sexually transmitted 
diseases and sexual lifestyles of long distance truck drivers:  A clinico-epidemiologic 
study in south India”, International Journal of STDs and AIDS, Vol. 13(9), pp.  612-17. 
National Aids Control Organization (NACO).  (2006, 2007), “HIV Sentinel Surveillance 
and HIV Estimation.” 
National Family Health Survey (NFHS) 3. (2005-2006). 
Population Reference Bureau.  (2003), “Manipur HIV/AIDS in India The Hard-hit 
Status.” 
Rao, K.S., Pilli, R.D., Rao, A.S., and Chalam, P.S. (1999), “Sexual lifestyle of long 
distance lorry drivers in India:  Questionnaire survey”, British Medical Journal, Vol. 318, 
pp. 162-163. 
Sivaram, S., Srikrishnan, A.K., Latkin, C.A., Johnson, S.C., Go, V.F., Beneley, M.E., 
Solomon, S., Celentan, D.D. (2004),  “Development of an opinion leader-led HIV 
prevention intervention among alcohol users in Chennai, India”,  AIDS Educational 
Preview, Vol. 16, pp. 137-149. 
Sivaram, S., Srikrishnan, A.K., Latkin C., Iriondo-Perez, J., Go, V.F., Solomon, S., 
Celentano, D.D.  (2008), “Male Alcohol use and unprotected sex with non-regular 
partners:  Evidence from wine shops in Chennai, India”, Drug and Alcohol Dependence 
Vol. 94, pp. 133-141. 
 24 
Solomon, S, Buck, J., Chaguturu, S.K., Ganesh, A.K., and Kumarasamy, N.  (2003), 
“Stopping HIV before it begins:  issues faced by women in India”, Nature Immunology 
Vol. 4, pp. 719-721. 
Warwick, I., Bharat, S., Castro, R., Garcia, R., Leshabari, M., Singhanetra-Renard, A., 
and Aggleton, P.J.  (1998), “Household and Community Responses to AIDS in 
developing countries”, Critical Public Health, Vol. 8, pp. 291-310. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 25 
 
 
Table 1a:  Percentage of Reported HIV Cases among the High HIV Prevalence States  
States Percentage of HIV/AIDS cases 
Tamil Nadu 55.8% 
Maharashtra 26.8% 
Andhra Pradesh 9.8% 
Karnataka 4.0% 
Manipur 2.8% 
Nagaland 0.8% 
National Aids Control Organization (NACO), 2003 
 
 
Table 1b:  Percentage Adult Prevalence of HIV (Age: 15-49) 
States 2002 2003 2004 2005 2006 
Tamil Nadu 0.93 0.73 0.59 0.47 0.39 
Maharashtra 1.08 0.98 0.89 0.80 0.74 
Andhra Pradesh 1.16 1.13 1.10 1.08 1.05 
Karnataka 0.85 0.84 0.82 0.81 0.81 
Manipur 2.42 2.20 2.01 1.83 1.67 
Nagaland 2.00 1.83 1.62 1.45 1.26 
Source: Technical Report 2006, NACO 
 
 
Table 1c:  Adult prevalence of HIV by Gender 
 Men Women Total 
Year Living with Aids 
(million) 
% Living with 
Aids (million) 
% Living with Aids 
(million) 
% 
2002 1.66 0.36 1.07 0.53 2.73 0.45 
2003 1.63 0.35 1.04 0.50 2.67 0.43 
2004 1.59 0.33 1.02 0.48 2.61 0.41 
2005 1.55 0.31 0.99 0.46 2.54 0.39 
2006 1.5 0.30 0.97 0.43 2.47 0.36 
Source: Technical Report 2006, NACO 
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Table 2:  High Risk Groups with HIV among the High Prevalence States (%) 
States Sexually 
transmitted 
disease clinics 
Female Sex 
Workers 
Intravenous 
Drug Users 
Men having 
sex with men 
Tamil Nadu 9.2 5.49 18.00 6.2 
Maharashtra 10.4 23.62 12.8 10.4 
Andhra Pradesh 22.8 12.97 NA 6.45 
Karnataka 13.8 18.39 NA 11.61 
Manipur 12.2 11.4 24.1 15.6 
Nagaland 3.5 10.8 4.51 NA 
*NA:  data not available 
Source:  National Aids Control Organization (NACO), 2005 
 
 
 
Table 3:  *Literacy Rates for Women and Men in the High HIV Prevalence States (%) 
States Women Men 
Tamil Nadu 69.4 84.1 
Maharashtra 70.3 88.3 
Andhra Pradesh 49.6 71.7 
Karnataka 59.7 75.3 
Manipur 72.6 91.5 
Nagaland 75.2 83.1 
India 55.1 78.1 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
*Ability to read a whole or part of a sentence and completion of grade 6 or more 
 
 
Table 4:  Percent distribution of currently employed men and women in the High HIV 
Prevalence States 
States Women Men 
Tamil Nadu 46.2 86.4 
Maharashtra 45.5 84.2 
Andhra Pradesh 49.6 87.5 
Karnataka 40.2 89.3 
Manipur 59.2 78.1 
Nagaland 41.6 76.9 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
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Table 5A:  Exposure to mass media for Women among the High Prevalence States (%) 
 Not exposed Exposed to Mass Media (at least once a week) 
States  Reads 
newspaper or 
magazine 
Watches 
television 
Listens 
to the 
radio 
Visits the 
cinema or 
theatre 
Tamil Nadu 11.2 27.5 81.4 46.8 7.9 
Maharashtra 23.6 39.2 69.4 33.7 7.0 
Andhra Pradesh 18.1 21.6 74.3 19.8 17.7 
Karnataka 22.1 27.2 69.5 32.4 10.4 
Manipur 9.0 44.1 71.6 35.4 18.1 
Nagaland 37.3 27.0 53.3 21.9 1.1 
India 34.6 22.9 55.0 28.8 5.6 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
 
 
 
Table 5B:  Exposure to mass media for Men among the High HIV Prevalence States (%) 
 Not exposed Exposed to Mass Media (at least once a week) 
States  Reads a 
newspaper/
magazine 
Watches 
television 
Listens 
to the 
radio 
Visits the 
cinema/theat
re 
Tamil Nadu 5.1 67.8 83.9 63.1 31.1 
Maharashtra 10.5 68.0 76.3 48.8 23.3 
Andhra Pradesh 8.4 51.6 78.4 21.3 54.2 
Karnataka 7.8 59.1 80.4 57.4 38.3 
Manipur 4.4 70.1 73.2 85.9 24.1 
Nagaland 24.4 38.6 61.9 37.9 4.8 
India 18.3 53.0 63.2 44.3 19.5 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
 
 
Table 6:  Women‟s (age 15-49) attitude toward wife beating and sexual intercourse 
among the high HIV Prevalence States (%) 
State Refuses to have sex because 
husband has a sexually 
transmitted disease 
Husband is justified in beating 
wife if she refuses to have 
sexual intercourse with him 
Tamil Nadu 71.3 12.5 
Maharashtra 70.5 12.7 
Andhra Pradesh 69.9 28.5 
Karnataka 78.4 25.1 
Manipur 87.2 15.6 
Nagaland 87.0 18.4 
India 77.8 14.1 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
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Table 7:  Men‟s (age 15-49) attitude towards a husband‟s rights when his wife refuses to 
have sex with him among the High HIV Prevalence States (%) 
States Get angry and 
reprimand her 
Refuse her 
financial support 
Use force to 
have sex 
Have sex with 
another woman 
Tamil Nadu 18.0 8.4 6.8 4.0 
Maharashtra 20.0 5.8 3.1 2.6 
Andhra Pradesh 31.1 4.7 6.2 9.5 
Karnataka 15.1 7.6 4.0 3.6 
Manipur 22.8 10.1 9.8 6.4 
Nagaland 16.3 4.7 3.1 5.1 
India 19.8 6.0 5.7 4.2 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
 
 
Table 8:  Percentage of married women (age 15-49) who have experienced physical or 
sexual violence committed by their husbands among the HIV Prevalence States 
States Emotional Violence Physical Violence Sexual Violence 
Tamil Nadu 16.8 41.9 3.2 
Maharashtra 17.5 30.6 2.0 
Andhra Pradesh 13.3 35.0 4.1 
Karnataka 8.1 19.5 4.0 
Manipur 13.9 40.7 14.0 
Nagaland 12.6 14.0 3.0 
India 15.8 35.1 10.0 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
 
 
Table 9:  Knowledge of AIDS and Condom Use among Married Adults (age 15-49) in 
rural and urban areas among the High HIV Prevalence States 
  
 Have Heard of AIDS Condom Use can reduce chances of 
getting AIDS 
 Rural Urban Rural Urban 
States Women Men Women Men Women Men Women Men 
Tamil Nadu 90.4 96.1 98.1 99.3 32.8 76.1 52.8 87.9 
Maharashtra 70.0 83.9 89.2 96.9 31.4 69.3 60.5 87.2 
Andhra 
Pradesh 
67.7 90.9 86.0 97.1 26.6 68.7 49.9 83.3 
Karnataka 57.4 78.2 80.7 95.1 24.0 62.9 48.4 87.8 
Manipur 98.1 99.1 99.4 99.5 76.2 92.1 90.3 96.1 
Nagaland 77.4 89.4 99.4 99.5 76.2 92.1 90.3 96.1 
India 46.4 73.0 80.7 94.2 25.1 59.5 56.3 85.6 
Source:  National Family Health Survey (NFHS-3), 2005-2006 
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Table 10. MANIPUR: Age – Sex Proportion of HIV Positive Cases (Sero-Surveillance) 
 2003 2004 % change 
Age group Male Female Male Female Male Female 
0-10 54 49 84 78 55.56 59.18 
11-20 16 23 18 34 12.50 47.83 
21-30 279 287 334 316 19.71 10.10 
31-40 392 196 677 256 72.70 30.61 
41 & above 83 40 149 73 79.52 82.50 
Total 824 595 1262 757 53.16 27.23 
Source:  Directorate of Economics and Statistics, Govt. of Manipur, 2006 
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Figure 1: Percent educated among the High HIV Prevalence States
by Years of Schooling and Gender
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